, in studying paraplegics, stressed the importance of early careful conservative measures for successful bowel management. Similarly, Nash (1957) emphasized the need for early active management of the bowel in order to preserve function in patients with congenital spinal lesions. In the small series described here, it was found that 37 patients required laxatives, 20 regularly used suppositories, and 17 needed digital assistance as well. The majority (all but 9) were therefore controlled adequately by conservative means. It must be emphasized that great care is necessary in digital evacuation of the denervated anus and rectum, lest they be irreparably damaged.
Surgery therefore plays a minor but important role in the management of bowel dysfunction. Consideration of bowel surgery should be delayed for between one and two years after the onset of symptoms, to allow time first for any intrinsic recovery to take place, or for the results of spinal injury to be adequately assessed, and secondly for an acceptable trial of conservative measures. Surgery directed to the primary lesion is of paramount importance and was undertaken in 20 patients, with improvement in 16. There remained a hard core who failed to respond to these measures and developed the complications of prolapse, proctalgia and incontinence either singly or in combination. Repair of rectal prolapse was performed in 6 patients, 3 by Ivalon sponge operation and one each by sacral fixation, Roscoe Graham operation, and ligation and excision. All were improved, though retained troublesome symptoms of constipation, difficulty in deftcation, and occasional incontinence.
Diversion of the fecal stream and excision of part of the rectum (Hartmann's operation) was considered necessary in 4 cases for proctalgia and severe incontinence. Excision of the rectum, necessary to reduce mucus secretion, should not extend below the pelvic floor, so that further impairment of bladder function is avoided. This may result from damage to the already precarious nerve supply or from allowing the bladder to fall back inlto the empty hollow of the sacrum.
All 4 patients who had Hartmann's operation were greatly improved and were happy with their stomas. I therefore feel it important to consider this method of treatment, particularly when pain, incontinence and difficulty in defrcation are the main symptoms. Diversion may also be offered more readily in cases of prolapse associated with cauda equina lesions.
Mr D F Ellison Nash (St Bartholomew's Hospital, London EC1)

Bowel Management in Spina Bifida Patients
The group of disorders with which I have been most concerned presents an entirely different problem from that in the patient with acquired paraplegia.
In physiological terms the anorectal area must be regarded as a sensory end organ. If we abolish the afferent impulse the whole normal mechanism of voiding breaks down. Previous comment has been made in this meeting on the constipation and apparent bowel paralysis accompanying the acute phase of poliomyelitis; I would suggest that as there is an element of encephalitis and general illness there is no need to evoke focal nerve damage. The distinctive feature of the congenital paraplegic is that there never has been any built-in receptor experience, so that the visceral and vascular impulses which may be appreciated by the acquired paraplegic have no meaning to the congenital victim. There is no initiation of straining and even if the motor arc to the external sphincter were present its activity would not be co-ordinated. It is therefore difficult but not impossible to build up any training pattem. In the early months the automatic contraction of the sigmoid colon is sufficient to evacuate through the relatively short rectum. However, very soon, if the child is allowed, to become constipated, the rectum enlarges, and the stool is arrested therein and becomes hard. Most spina bifida babies have their bladders expressed regularly, and evacuation of the rectum, if full, takes place at the same time. Experience has shown that a paraplegic child of 2 or 3 can in fact be pot-trained. With a little assistance by abdominal pressure, a straining evacuation can be brought about once or twice a day and many children can be kept from soiling.
In my experience the over-5s really fall into two quite distinct groups: those who have not had continuous and proper management from birth and have therefore developed a large passive sigmoid and rectum with a liability to impaction, and those who have had correct management from birth and have never been allowed to become overdistended.
The parent who is satisfied with a daily bowel action by the child may be in a fool's paradise, and it behoves the doctor to ensure that there is not an accumulated backlog of several days.
A chronically loaded rectum and sigmoid reduces bladder capacity, which is a good thing when the urethral sphincters are atonic, but bad in the few who have a useful degree of urinary control. It is clear from recent findings in the so-called cathartic colon that degeneration of the mural plexuses may well be present in many spina bifida children and young adults whose intestinal musculature has been flogged with cascara, senna and enemas for years. It is thus vital to prevent the development of 'constipation megacolon' in the early years.
Hxemorrhoids apparently do not develop in spina bifida children. Perhaps this is in some measure due to the fact that the external sphincter rarely or never contracts. I do not remember seeing a perianal heematoma, nor have I treated internal heemorrhoids. Prolapse on the other hand does occur and seems to be unrelated to the degree of straining of which an individual is capable. Repeated manual evacuation and attacks of diarrhoea, or overdosage with aperients, undoubtedly tend to cause prolapse. There is little if any musculature in the pelvic floor. Of some 900 patients with congenital paraplegia seen at various stages, 2 have required excisional surgery for the prolapse. In each case this has been done from below, amputating 6 cm double (length), and performing the anastomosis externally with interrupted sutures. There has been no recurrence of the prolapse. In 5, minor degrees have been treated by the insertion of a perianal chromic catgut stitch. One was so treated twice, and one which recurred had a soft silver wire inserted. This seems to be sufficient when the prolapse has only been present for a short time, or its appearance is associated with a bout of extreme constipation or diarrhoea.
In general management, it must be realized that spina bifida children have absolutely no ability to separate bladder function from bowel function, and if they have sufficient abdominal musculature to strain to empty the bladder, then the bowel may evacuate at the same time. Once the urinary diversion has been performed there is far less trouble with soiling.
UrI-inary infection with pyocyaneus becomes very common in a community of these children, and many harbour the organism in their constipated gut. I have never seen any case in which I felt that colostomy was justified. There are exceptional individuals who suffer from intestinal hurry and in whom soiling seems to be intractable, but even with these I have not reached the point at which surgical intervention was necessary. I would concede that there may be adults, particularly heavy ones in whom toilet management is extremely difficult, who might possibly be better off with a colostomy.
Manual evacuation may be satisfactory for some and essential for a very few, but the dangers of manipulation or even enemas when the anorectal area is anesthetic are not to be minimized. I have known one death from enema perforation, and several abscesses. Neostigmine and magnesia mixtures and Senokot are the standby laxatives. Suppositories are of use in a very few, and properly administered enemas may be required to establish routine in neglected cases. Some patients accept daily manual evacuation as most satisfactory. A ward sister experienced in the management of these children recently told me: 'If I had a child with this I would let it get constipated and extract the stool once a day.'
The following paper was also read: It is important for pathologists to search for early signs of disease because they may give clues to etiology and may also be of possible interest to those concerned with treatment. Most authors have regarded oedema and lymphatic dilatation as the earliest morphological lesion of Crohn's disease (Blackburn et al. 1939 , Hadfield 1939 , Rappaport et al. 1951 , Robb-Smith 1971 .
The earliest macroscopic lesion is probably the type of ulceration described as 'aphthoid' (Brooke 1953) . These tiny ulcers can be found in mucosa at a distance from more obviously diseased bowel. They vary from tiny, pinheadsized lesions to small, clearly demarcated ulcers with white bases. They will be missed if surgical specimens are not carefully prepared and examined. They are sometimes detected close to the limit of excision of resected specimens of gut and if left behind by the surgeon may well be the pathological basis for recurrent disease. Experience suggests that these early lesions
